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Abstract: 
The role of the built environment on levels of physical activity (PA) has become the 
focus of much research in recent years. Studies show that regular physical activity can cut the 
risk for developing depression, diabetes, heart disease, high blood pressure, obesity, stroke, and 
certain kinds of cancer (CDC, 201 Ob ). Many factors contribute to the concept of the built 
environment (BE) and its relationship to PA. The CDC recognizes that health promotion 
requires both individually oriented and community based approaches for interventions. As a 
result, they created the Active Community Environment (ACE) program to promote policy and 
environmental interventions to create more accessible places for P A (Semra, Rodriguez, 
Evenson, Catellier, & Rosamond, 2007). These approaches may include both policy and design 
components. Policy instruments may include things such as building codes, roadway design 
standards, and environmental changes, while design components may include improved street 
lighting, increasing the safety of street crossings, traffic calming measures (speed humps, traffic 
circles, signage, etc.), and enhancing street landscaping. Qualities of the BE also appear to be 
associated with socioeconomic status (SES). Disparities related to PA rates exist among varying 
demographics such as race, age, education and gender, though many confounders make it 
difficult to determine exact causation. It has been shown that segregated African American 
neighborhoods are characterized by substandard environmental surroundings which likely have 
an impact on the desirability of residents to perform PA(Richardson & Norris, 2010). It is the 
purpose of this paper to examine the extent to which the literature supports these policy 
interventions, while further examining the socioeconomic factors that impact health disparities 
related to reduced P A. 
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Introduction: 
Studies show that regular physical activity can cut the risk for developing depression, 
diabetes, heart disease, high blood pressure, obesity, stroke, and certain kinds of cancer (CDC, 
2010b). According to the Behavioral Risk Factor Surveillance System (BRFSS), only half 
(50.6%) of U.S. citizens get the recommended amount ofPA per week and 24.2% are considered 
to be inactive (CDC, 2009). Given that diabetes, heart disease, stroke, and cancer were all 
contributors to the top I 0 causes of death in the U.S. in 2007, increasing PA must be explored as 
an option for improving the overall health of this nation (CDC: National Center for Health 
Statistics, 2009). 
According to the Core Competencies for Public Health Professionals developed by the 
Council on Linkages between Academia and Public Health Practice, the competencies associated 
with Community Dimensions of Practice Skills indicate that public health professionals assess 
community linkages and relationships among multiple factors affecting health. This involves 
community-based participatory research, establishing and maintaining connections with 
stakeholders, utilizing group processes to advance community involvement, negotiating the use 
of community assets and resources, and promoting public health programs and resources 
(Council on Linkages Between Academia and Public Health Practice, 2010). Public Health 
leaders must not only utilize the best available assessment and evaluation data when prioritizing 
health concerns and intervention programs, but must also understand the causal factors so that 
they may address them at the most fundamental level. One of the ways to understand the 
relevant determinants of behavior and health is to examine social environmental factors such as 
social support, social networks, social norms, socioeconomic status, economic and political 
climates; as well as individual factors such as age, gender, genetics, knowledge, attitudes and 
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beliefs. These determinants can be viewed through social ecological models (World Health 
Organization Regional Office for Europe, 2007). 
The social ecological model (SEM) calls for interventions that target individual, 
interpersonal, organizational, community, and public policy levels, as well as the interaction 
among the components of the model (Figure 1). Interventions can be aimed at any ofthese 
levels to influence behavior change and health, but interventions that simultaneously address 
multiple levels of this model have the highest likelihood of sustained change and impact 
(Matson-Koffman, Brownstein, Neiner, & Greaney, 2005). Societal factors have been identified 
that impact the amount of PA of individuals and communities. Obesity can be directly linked to 
a lack of PA, but other factors attributed to obesity include poverty, poor access to information 
about PA, and limited opportunities for recreational physical activity. This coupled with lack of 
education, social isolation, and depression associated with disadvantaged populations, all 
contribute to lack ofPA(Day, 2006). Early implementation of the active living movement, took 
advantage of policy and design components of the built environment, and focused on middle-
class, suburban communities. These actions do not impact lower-class communities with the 
largest proportion of obesity related diseases (Day, 2006). 
When considering how to decrease the obesity related disease burdens in lower-class 
communities, public health leaders must include interventions that impact as many of the 
components of the social ecological model as possible. Aspects of an individual, such as 
motivation, perceived barriers, self-efficacy, knowledge, perceived behavioral control, and 
attitudes should be addressed. Social factors such as support networks (family, friends, 
colleagues, neighbors, etc), social cohesion, education, occupation, racial discrimination, 
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politics, and social norms must also be considered to address the problem of obesity related 
disease (World Health Organization Regional Office for Europe, 2007). 
Societal 
Policies 
Community 
Structures and conditions 
in the places we live 
Organizational 
organizations 
social institutions 
Interpersonal 
social support 
social networks 
knowledge 
beliefs 
abilities 
Figure I. The Social Ecological Model illustrating the relationship between individual, interpersonal, organizational, community 
and societal factors. Prevention strategies should include elements that address multiple levels of the model to be most effective. 
Adapted from "The Social-Ecological Model: A Framework for Prevention," National Center for Injury Prevention and 
Control, Division of Violence Prevention, 2007 
This paper does not examine all aspects of the SEM that impact PA, obesity, and overall 
health, but examines literature that researches their associations with the built environment. The 
built environment is broadly defined in the WHO publication as land use patterns, transportation 
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systems, and design features that together provide opportunities for travel and physical activity 
(World Health Organization Regional Office for Europe, 2007). Healthy environments, 
however, are not only related to physical activity, but can provide access to food, offer clean air 
and water, minimize the effects of climate change, decrease mental health stresses, strengthen 
social fabric, reduce injuries, and afford fair access to livelihood, education, and 
resources(National Center for Environmental Health, 2010). 
Methods: 
A literature review was conducted using EBSCO Host and PubMed from August, 2010 
through September, 2010. These databases were searched using the following keywords: "built 
environment"; "built environment" AND "physical activity"; "urban" AND "plarming" AND 
"obesity"; "urban" AND "plarming" AND "health" AND "disparities"; "built" AND 
"environment" AND "healthy" AND "lifestyles"; "active transportation"; "physical" AND 
"activity" AND "socio"; "built" AND "environment" AND "determinant"; "space" AND 
"physical" AND " activity"; "sidewalks" AND "disparities"; "social" AND "capital" AND 
"physical" AND "activity"; "obesity" and "physical" and "activity". References utilized in the 
formation of the CDC's Community Guide for evidence based interventions were also used in 
the literature review conducted for this paper. The Community Guide is a resource for evidence-
based recommendations and findings about what works to improve public health. The 
Community Guide is a credible resource with many uses because it is based on a scientific 
systematic review process and answers questions relevant to this paper such as physical activity, 
obesity, and social environments(CDC, 2010a). The reference materials discovered in these 
searches were perused for relationships between the BE and/or PA and/or SES, and are 
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incorporated into this paper. Other literature was reviewed for situational context and a more 
thorough understanding of the issues ofPA, BE and SES. 
Literature Review 
Physical Activity (P A). 
In order to properly characterize and provide measurement standards for studies, 
investigators must have a terminology that compares data from different studies. Though studies 
don't always address PA through definition, future studies may consider using some of the 
following definitions and subset definitions of P A for consistent program implementation and 
evaluation. When gathering data and producing statistics on P A in the United State, the Centers 
for Disease Control and Prevention defines PA as the following(CDC, 2010a): 
Physical activity. Any bodily movement produced by the contraction of skeletal muscle that 
increases energy expenditure above a basal level. In the CDC Guidelines, physical activity 
generally refers to the subset of physical activity that enhances health. Physical activity may 
include aerobic activity, muscle activity, and bone building activity. Examples of these activities 
include the following: 
• Aerobic activity- includes either moderate-intensity aerobic activity, such as brisk 
walking, or vigorous-intensity activity, such as running. 
• Muscle Activity- includes muscle strengthening activities, such as gynmastics or push-
ups. 
• Bone building activity- includes bone strengthening activities, such as jumping rope or 
rurrrung. 
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The Centers for Disease Control (CDC) measures PAin its BRFSS reports as the following: 
Recommended physical activity that meets the "Healthy People 2010 Objectives" is defined as 
moderate-intensity activities in a usual week (i.e., brisk walking, bicycling, vacuuming, 
gardening, or anything else that causes small increases in breathing or heart rate) for at least 30 
minutes per day, at least 5 days per week. Recommended P A can also include vigorous-intensity 
activities in a usual week (i.e., running, aerobics, heavy yard work, or anything else that causes 
large increases in breathing or heart rate) for at least 20 minutes per day, at least 3 days per week 
or both (i.e., household, transportation, or leisure-time activities). 
Insufficient physical activity is defined as doing more than I 0 minutes total per week of 
moderate or vigorous-intensity lifestyle activities (i.e., household, transportation, or leisure-time 
activity), but less than the recommended level of activity. 
Inactivity is defined as less than 10 minutes total per week of moderate or vigorous-intensity 
lifestyle activities (i.e., household, transportation, or leisure-time activity). 
No leisure-time physical activity is defined as no reported leisure-time physical activities (i.e., 
any physical activities or exercises such as running, calisthenics, golf, gardening, or walking) in 
the previous month. 
N/A =Data are not shown because sample size is <50. 
No Data= Data are not shown because the state did not ask for this information in the survey. If 
national Average shows "no data" the average could not be calculated because all states did not 
ask the physical activity questions (CDC: Division of Nutrition, Physical Activity and Obesity, 
2007). 
Societal factors, P A and built environments. 
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Simply put, the built environment is defined as the range of structural elements in a 
residential setting: housing, roads, walkways, density, transportation, networks, shops, parks, and 
public spaces (Galvez, Pearl, & Yen, 2010). A more broad based definition of the built 
environment would be I) urban design, including the city's design, its physical appearance, and 
the aesthetics of public spaces; 2) land use, the location, and density of residential, commercial, 
industrial and other activities; and 3) transportation systems, physical layout of roads, sidewalks, 
bike paths, and other resources for transportation. As we consider what this means for 
neighborhoods, more contextual elements may be considered such as : I) access to amenities, 
including facilities for sports and leisure and for health services; 2) physical features, such as 
green space and the degree of urbanizations; 3) neighborhood reputation, including perceived 
safety and social nuisances; 4) aesthetics, general attractiveness; and 5) social support and social 
capital, such as the social organization of the community (Black & Macinko, 2008). 
The historical knowledge is limited regarding the links between planning and P A among 
urban planners. In particular, urban planners do not understand the links between PA, obesity, 
locations, and why. The National Health Interview Survey shows that lower income and 
educational levels are associated with higher obesity rates (Day, 2006). Weight maintenance 
depends largely upon the balance of calories consumed in a diet and those expended for P A and 
basic metabolism. Only through P A can caloric expenditure be modified. In neighborhoods 
with lower SES and a more sedentary lifestyle, decreased opportunities for PA may be attributed 
to less recreational opportunities, increased threats from crime, unattended dogs, and less trust of 
neighbors. Neighborhood designs also contribute to P A by shaping the way that people move 
from place to place (e.g. roads, transportation systems, sidewalks, greenways, etc.). Designs also 
affect the way the people make use of their leisure time through facilities like parks, recreation 
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centers, gyms, tennis courts, etc. Land use, the mix of residential, commercial, industrial, and 
open space, are among the most commonly described measures that are linked to increased P A 
and reduced body weight (Black & Macinko, 2008). 
Literature reviewed in this paper also explores the built environment with respect to 
nutrition, which also impact obesity. Black and Macinko's study (2008) reveal that areas with 
lower socioeconomic status (SES) have fewer large supermarkets, fewer supermarkets per 
person, farther distance to travel to the nearest major food store, and decreased healthy food 
choices. Many residents of low SES may rely on nutrition obtained from convenience stores and 
small local vendors where healthy food is scarce, costs more, or is of lower quality than would 
be found in larger supermarkets (Black & Macinko, 2008). Data also suggests that there is an 
increase in the number of fast food restaurants in low income and black urban neighborhoods. 
This coincides with an increased trend in total spending on fast food and energy ingestion 
resulting from away-from-home outlets (Li, Harmer, Cardinal, Bosworth, & Johnson-Shelton, 
2009). In the thirty years between 1970 and 2000, spending on fast food increased 1,830% from 
about $6 billion on fast food to more than $110 billion (Schlosser, 2001 ). 
In a study conducted by Liu, Wilson, Qi, and Ying (2007), evidence suggests that aspects 
of the BE are determinants of child weight status, based on the built environment's influence on 
P A and dietary behaviors. The data suggest that in the higher population townships studied, 
larger amounts of vegetation measured using satellite imagery, were associated with less risk of 
being overweight, and that distance to large, brand name supermarkets in low density population 
townships varies directly with risk of being overweight. Inner-city neighborhoods have shown 
that outdoor spaces with trees have higher user densities by youth and adults than outdoor spaces 
without trees. Studies also suggest that green inner-city spaces are two times more likely than 
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barren areas to have adult supervision. This could be attributed to shade from tree canopy and 
pleasant scenery like flowers and shrubs. Landscaped and well maintained environments create 
pride and territorial personalization in neighborhood inhabitants. These neighborhoods may 
display increased community surveillance that deters crime, thus increasing outdoor, physical 
activities, whereas densely wooded areas are perceived as unsafe because they provide hiding 
places for criminals and can conceal criminal acts (Liu, Wilson, Qi, & Ying, 2007). 
Built environment (BE), P A, and obesity relationships. 
Though there is mounting evidence that demonstrates the benefits of regular P A in adults 
as a treatment for abdominal obesity, there is not a great deal of evidence that increased PA 
without a reduction in caloric intake is indirectly proportional to abdominal obesity in youth. A 
study conducted by Kim and Lee (2009) finds that regular exercise also reduces age-related 
increases in abdominal visceral fat in growing adolescent children, but does not quantify the 
minimum or optimal dose. 
Giles-Corti, Kelty, Zubrick, and Villanueva (2009) confirm what many consider obvious 
related to the BE and P A. Time and distance to schools appear to be a deciding factor as to 
whether or not adolescents or their parents feel comfortable walking to these locations. Other 
destinations are also an important BE contributor to P A. Higher weekly PAin youth is 
associated with proximity of homes to sports centers and parks. Evidence also suggest that 
traditional grid systems with traffic calming measures are preferred for walking or cycling over 
street networks based on cui-de-sacs that feed into high speed and potentially hazardous arterial 
roads. Objective measures of violent crime and neighborhood disorder, which are often a 
product of the BE, deter adolescent physical activity. Other BE characteristics associated with 
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adolescent P A are parks with high quality sporting fields and better overall amenities like fresh 
drinking water (Giles-Corti, Kelty, Zubrick, & Villanueva, 2009). 
Active transportation, or travel-related walking or cycling to public transportation transit 
locations, and the use of public transportation, can be attributed to compact city densities, 
restrictions on car use, safe and convenient facilities, traffic calming measures, coordination of 
infrastructure (sidewalks and bikeways), traffic regulations and enforcement, as well as high 
expenses associated with operating a personal vehicle (Bassett, Pucher, Buehler, Thompson, & 
Crouter, 2008). Active commuting, or performing P A, to access the workplace, also has the 
potential to generate the amount ofPA required to enhance health (Shephard, 2008). According 
to one study, residents in high- versus low-walkability neighborhoods engage in 5 more minutes 
per week of physical activity and have lower body weights (Black & Macinko, 2008). 
Linkages and correlation between the BE in public housing complexes and reductions in 
obesity measures have been shown through three separate analyses (Heinrick et al., 2008). This 
study suggests correlations between the number of physical activity resources and their 
amenities, as well as higher quality physical activity feature ratings with a lower BMI. This 
study also suggests that neighborhoods associated with greater resource accessibility, more 
amenities, and fewer incivilities are related to lower obesity prevalence rates among residents. 
Neighborhood connectivity was also related to lower BMI by residents of those neighborhoods 
(Heinrick et al., 2008). 
Further evidence examining the association between children's PA and attributes of the 
BE were conducted by de Vries, Bakker, van Machelen, and Hopman-Rock (2007). Factors of 
the built environment in this study include 54 items in the following eight categories: types of 
The Built Environment, Social Disparities, and Their Impact on Physical Activity and Health 13 
residences, sports facilities, recreation facilities and playgrounds, greens space and water, safe 
walking and cycling conditions, garbage and dirt, traffic safety, and general impression of the 
activity-friendliness of a neighborhood. Other independent variables of this study include body 
height and weight, which were used to measure BMI. Overall, there were 20 built environmental 
factors that were significantly associated with children's physical activity. Positive associations 
were made between children's physical activity and the proportion of green space, water, cycle 
tracks and 30-km speed zones in the neighborhood. Negative associations with physical activity 
were made with staircase entrance, unoccupied houses, dog waste, heavy traffic and intersections 
in the neighborhood. Overall, in the multivariate model, parallel parking spaces and general 
rating of activity-friendliness in the neighborhood, remained significantly associated with 
children's physical activity levels (de Vries, Bakker, van Mechelen, & Hopman-Rock, 2007). 
Playgrounds supervised by attendants indicate an increase in P A over playgrounds that 
are not supervised (Farley et a!., 2007). The intervention provided in this study consisted of an 
attendant that supervised schoolyard playgrounds without providing direction of play. Measures 
of evaluation included attendance numbers at each playground, as well as the measurement of 
physical activity. Other evaluation criteria were sedentary activity surveys administered to both 
the intervention and nonintervention schoolchildren as well as body composition (height, weight, 
and body fat). Though this limited study provides sufficient evidence that P A will increase in 
supervised playgrounds, there was no significant changes in BMI between the two groups 
(Farley eta!., 2007). 
A study conducted on the association between physical and social neighborhood 
environments and PA and obesity of fifth-grade students found that several factors should be 
considered in the development of policy and interventions to reduce childhood obesity. This 
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study found more evidence that social environments, consisting of neighbors willing to watch 
children and keep them out of trouble, watching over other's property, visiting of one another, 
and their perception on neighborhood safety, had a larger impact on fifth-grader's PA than the 
physical environment itself. However, the authors do suggest that the physical environment may 
contribute to how one behaves socially as described above. Also, unlike other articles in this 
review, the physical characteristics that were studied here included only flow of traffic and 
number of lanes on the face-block, the measurement of the prevalence of residential units that 
were not stand-alone houses or duplexes, and mixed land use. This study did not examine 
facilities, amenities, and other physical environmental factors examined by much of the existing 
literature. This study concludes that both of the physical environment and social dimensions of 
neighborhoods should be considered when trying to implement increased P A of residents 
(Franzinin et a!., 2009). 
Other elements of the physical and built environment impact the P A of residents. It has 
been shown that segregated African American neighborhoods are characterized by substandard 
housing, high levels of abandoned buildings and grounds, larger numbers of commercial and 
industrial facilities, inadequate public safety representation, and inadequate municipal services 
and amenities. Other physical properties of these built environments may also have higher levels 
of toxins, pathogens, and carcinogens, as well as elevated risks from chemical substances (lead, 
diesel fumes, respiratory irritants, etc.), crowding, litter, and noise. Not only do these factors 
impair overall health on their own, but will likely impact one's ability to exercise and perform 
P A. These issues of the physical environment, as well as the others explored in this paper, will 
continue to impact the residents of these communities (Richardson & Norris, 2010)). 
Limitations: 
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This review does indicate that increases in P A are attributed to qualities and 
characteristics of the built environment, but does not adequately examine the other confounders 
that contribute to obesity and health. Diet and other lifestyle factors like smoking, substance 
abuse, mental health, income, and education levels are also known to contribute to overall health 
status of communities. PA attributed to built environments around one's home should also be 
coupled with research regarding occupations, work wellness programs, health insurance, access 
to care, quality of care, and other factors of the Social Ecological Model should be explored. 
Much of the literature reviewed in this paper does not consistently define P A, if it defines 
P Aat all. The 2008 Physical Activity Guidelines for Americans provide a basic definition of 
exercise as any bodily movement produced by the contraction of skeletal muscle that increases 
energy expenditure above a basal level (Department of Health and Human Services, 2008). The 
World Health Organization defines P A as any bodily movement produced by skeletal muscles 
that result in a substantial increase over the resting energy expenditure (World Health 
Organization Regional Office for Europe, 2007). On the surface, these definitions seem to be the 
same and relatively measureable, but future studies should consider a more objective definition 
of P A that incorporates the actual amount of energy expenditure required to reach a substantial 
increase over the resting expenditure. Furthermore, they should consider quantifYing the resting 
energy expenditure of individuals participating in the studies. 
Work settings and conditions can also be a contributor of P A. Occupations involving 
manual labor will provide individuals with a larger amount of P A than those who work in an 
office setting. The environmental conditions of occupational setting can also affect the 
physiological burden of workers that could elevate energy expenditure above baseline. These 
factors are often not considered in the literature reviewed in this paper. The typical American 
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worker spends and average of 3.5 hours per day engaged in workplace activities and 8. 7 hours 
per day sleeping. Apart from leisure activities (5.3 hours per day) and sleep, the workplace is 
where Americans spend the largest proportion of their time(Bureau of Labor Statistics, 2010). 
This factor cannot be ignored when evaluating P A and its association with the BE. 
Though most longitudinal, observational studies suggest that P A is protective against 
obesity, there is not a great amount of experimental evidence suggesting such. These 
observational studies may contain several biases that create some concern, the most of which 
results from most P A interventions including a dietary change as well, and does not examine 
these variables independently. Additional research in the form of experimental randomized field 
studies should be performed (Reichert, Menezes, Wells, Dumith, & Halla, 2009). 
Studies must also examine certain demographic features when considering P A. For 
instance, data suggests that parks with skateboard ramps are more appealing to boys than to girls. 
Is this association due to the fact that girls do not like skateboard parks, or because the parks 
have been dominated by boys and as a result girls feel that safety is an issue? Further 
investigation should be conducted to explore aspects of public spaces that provide a supportive 
environment for cultural diversity. Intervention programs should also dissect populations to 
account for differences in children, adolescents, young adults, older adults, socially 
disadvantaged groups, and individuals with physical disabilities (World Health Organization 
Regional Office for Europe, 2007). 
Conclusion: 
Studies show that regular physical activity can cut the risk for developing depression, 
diabetes, heart disease, high blood pressure, obesity, stroke, and certain kinds of cancer (CDC, 
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2010b). According to the Behavioral Risk Factor Surveillance System (BRFSS), only half 
(50.6%) of U.S. citizens get the recommended amount ofPA per week and 24.2% are considered 
to be inactive (CDC, 2009). Given that diabetes, heart disease, stroke, and cancer were all 
contributors to the top 1 0 causes of death in the U.S. in 2007, increasing P A must be explored as 
an option for improving the overall health of this nation (CDC: National Center for Health 
Statistics, 2009). The research included in this paper links the BE to P A. In order to address this 
problem, public health leaders must develop a comprehensive policy plan which includes the 
utilization of the BE in the fight against obesity. 
P A has proven to provide overall health benefits. Though the contribution of P A alone to 
obesity has been difficult to measure, there is mounting evidence to suggest a positive 
association with its reduction. When exploring interventions, policy makers need to examine all 
aspect of the social ecological model in an effort to make behavioral changes at as many levels 
as possible. Changes in the BE create opportunities for healthier communities by contributing to 
obesity reductions, but also a multitude of other factors such as nutrition availability, overall 
aesthetics, cleanliness, reduction in contaminants or irritants, and safety, among others. There is 
a need for additional research in the area of the BE, in particular the cumulative effect of BE 
changes on overall health. Public Health practitioners should begin gathering baseline data on 
individuals in communities undergoing urban development to better understand the long term 
health impact on these communities. More attention should also be given to specific age groups 
as it relates to the BE and PA. 
There are many opportunities for interventions that will have an impact on the BE as well 
as P A. Education on these matters among policy makers will increase their awareness of the 
obesity problem and their abilities to create policies to intervene. The reduction or elimination of 
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real and perceived safety issues around communities is associated with increases in P A. Quality 
landscapes that are aesthetically pleasing and well maintained increase the desirability of 
residents in these communities to perform P A. Public health leaders should insure that planners 
have an adequate understanding of the contribution that BE makes to PA, and work with law 
enforcement officials to create safer environments. Leaders should also position themselves on 
planning boards and community development programs to insure that communities have 
convenient facilities such as parks, trails, or other P A environments in relatively close proximity 
to residential areas and workplaces. Connectivity of retail stores, public services, and dwellings 
via street and sidewalk connectivity are another component of the BE that should be considered 
by planners and community development programs. Active transport provides another 
opportunity for communities to engage in PA by enabling walking or cycling to public 
transportation routes (World Health Organization Regional Office for Europe, 2007). 
A comprehensive policy plan should utilize media markets to bring the matter to the 
attention of the public and policy makers. Once the problems associated with obesity become 
mainstream, and its solutions well recognized, a demand for changes in the way we design our 
BE is more likely to occur. This change needs to occur at all levels of government and within 
the general population. Public health leaders must continue to take advantage of every 
opportunity to sponsor these changes. Through the building of coalitions of community 
members, health care systems, media, school systems, workplaces, insurance companies and 
other entities who can share in the vision of the coalition, leaders implementing changes in the 
BE to increase P A will be able to leverage these partnerships to have far reaching influence over 
the policy environment and the community as a whole. Policy changes that impact urban 
planning and design criteria, building construction standards, educational institution design, tax 
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incentives, public transportation incentives, and others, will come at a fmancial cost. However, 
if the policy climate is set, these costs can be recouped in the future through a savings in health 
care costs and improved workplace productivity. 
Public health leadership must be practiced to implement the changes required to provide 
communities with the appropriate environments that promote health. Through the empowerment 
of community leaders, effective policy timing, comprehensive education and media campaigns, 
effective change implementation strategies, patience, and persistence, population culture will 
come to appreciate the value their built environment provides them as it relates to physical 
activity and health. This evidence submitted in this paper posits that cultural shifts related to the 
built environment and physical activity will create healthier populations. 
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